Aim: We evaluated the morbidity, mortality and reversal rates of emergency Hartmann's procedure. Method: This was a retrospective study of 104 consecutive patients operated on at our institution between January 2010 and June 2014. Result: The most common diagnosis was diverticular perforation 68(65%), followed by cancer 24(23%). The most common complications were intraabdominal collection/abscess (19%), wound infection (19%) and hospital acquired pneumonia/HAP (18%). 3 patients returned to theatre for stoma revisions, 26 required image guided interventions. 4 patients required TPN and 2 patients were re-admitted to ITU. 9(8.6%) patients died during their initial admission and 2 within 90 days after surgery, both from metastatic disease. Of 92 patients who had a discussion with a colorectal surgeon regarding the option of reversal only 15 had their stomas reversed. Conclusion: The postoperative in hospital mortality rate after emergency Hartmann's procedure was 9%. The most common complications were intra-abdominal collections, HAP and wound infections. Re-operation rate was low. The low reversal rate of 14% appears to be at odds with those previously quoted in the literature (23 -45%). Reversal was more likely in male patients, those of younger age, with a low BMI, and those with a benign disease. http://dx.
Aim: To determine operative mortality in our trust over different surgical cohorts. Method: Analysis of mortality in emergency admissions between January 2008 and 2014. Categorised according to operative versus non-operative, laparotomy versus laparoscopy, small bowel and colonic resection versus nil and stoma versus no stoma. Result: 40,389 emergency admissions to general surgery with an operative cohort of 8501 (21.0%). Of these, 1566 (18.4%) underwent a laparotomy versus 3302 (38.8%) laparoscopic procedures. A small bowel or colonic resection was performed in 1105 (13.0%) of the operative cohort. A stoma was formed during laparotomy in 441 (28.2%) cases. It was shown that emergency surgery necessitating laparotomy, small bowel or colonic resection and stoma formation is associated with the highest level of 30-day mortality (6.19%, 3.6% and 8.1% respectively) and 1year mortality (16.1%, 12.1% and 25.4% respectively). Laparoscopic, no resection and no stoma surgeries had lower 30-day mortality rates (0.48%, 1.9% and 5.4% respectively) and 1-year mortality rates (1.9%, 5.2% and 12.9%) Conclusion: Emergency surgery necessitating laparotomy, resection and stoma formation is associated with the highest levels of mortality at 30days and 1-year. The above factors should be discussed with patient before obtaining consent. Further analysis is required on sepsis, age and neoplasm. Aim: Imaging is commonplace before emergency laparotomy. The EPOCH trial is developing peri-operative care pathways. Our aim was to assess performance against EPOCH's standard for obtaining CT imaging (2 hours of decision) and identify potential improvements. Method: An audit of emergency laparotomy patients was performed by recording timings: admission, decision, scanning and reporting. The results were distributed via departmental meetings and email. Discussions with the radiology department were initiated. To assess for change, we repeated the audit. Result: There were 18 and 23 patients in cycles 1 and 2 accordingly. In cycle 1, the decision-to-scanning interval was 2 hours in 10/18 (55.56%) and 6 hours in 17/18 (94.44%), compared to 2 hours in 14/23 (60.86%) and 6 hours in 22/23 (95.65%) in cycle 2. In cycle 1, the decision-toreporting interval was 2 hours in 4/18 (22.22%) and 6 hours in 17/18 (94.44%). In cycle 2, this was 2 hours in 3/23 (13.04%) and 6 hours in 18/ 23 (78.26%). The median decision-to-scanning and decision-to-reporting intervals improved from 101 and 212 minutes to 101 and 180 minutes respectively. Conclusion: We demonstrated improvement following intervention. Further work is needed to minimise the delays. Developments in perioperative care pathways will improve patient outcomes. Introduction: Prompt laparotomy can be life-saving but the procedure itself is inherently dangerous. These risks are amplified in a resource poor setting so this study aimed to explore the outcomes of emergency laparotomy at Saint Francis' Hospital, Zambia. Method: All patients who underwent emergency laparotomy for an acute abdomen at Saint Francis' Hospital between February 2012 and December 2014 were included. A proforma was designed to gather data retrospectively using patient notes. The primary outcome measure was in-hospital mortality. Secondary outcomes measures were the incidence of in-hospital complications, classified using the Clavien-Dindo system, indication for surgery and cause of death. Result: During the study period 239 patients underwent laparotomy for an acute surgical indication. In-hospital mortality was 12.6% (n¼30) with the commonest cause recorded as 'cardiopulmonary collapse' (n¼12) followed by sepsis (n¼7 Background: Red cell distribution width (RDW) is a measure of the variation of red blood cell volume. Elevated or a wider RDW has been shown to have a prognostic value in healthy adults of 45 years of age. The study assess the RDW's ability to predict 30 day mortality in patients undergoing emergency laparotomy. Method: A retrospective search was performed of a single centre database to look at all emergency laparotomies for the year 2014. The RDW for each patient had been measured pre operatively and this compared to outcomes at 30 days. Result: In 2014 87 procedures met the NELA criteria for emergency laparotomies. There were 23 deaths at 30 days. The mean ages of those alive at 30 days was 60 (21-86), while the mean age of those dead at 30 days was 67 (49-89). There was a difference in scores and RDW between the alive and dead groups 14.1 and 15.9 respectively. multivariate analysis shows RDW is the only stastistical difference at p<0.05 level.
Conclusion: RDW appears to have a predictive value in emergency laparotomy outcomes. Further work is needed to investigate this phenomenon. Introduction: Returning to driving is often a question asked by patients undergoing surgery. No definitive guidance exists. The RCS advise speaking to insurance companies regarding time frames. Objective: To investigate current recommendation to when a patient can go safely back to driving following surgery. Method: A telephone survey was conducted of UK car insurers to discuss their recommendation regarding their policy with regards to driving post operatively. The DVLA, BMA, MDU websites were reviewed, each institute were contacted regarding their advice for driving after surgery and the legal stand point. Result: None of the insurance companies had any stipulations in place regarding driving after surgery, they stated that the patient should ask their operating surgeon. However if a patient were to crash in this timeframe then the policy would be invalid. The DVLA had no information on their website. The BMA provided no legal advice and referred the issue to the MDU who again stated that this was for the operative surgeon to decide. Discussion: No rules are currently present. It appears to be the clinician's decision as to when a patient can return to driving. We would recommend that patients following surgery are able to make an emergency stop. Objective: A study of general surgical patient understanding related to provision of written information. Method: Over a two week period we surveyed surgical inpatients on day 1 or 2 post-operation. Patients' recall of the information discussed at the time of consent was compared with information on Consent Form 1. In a second cycle, new patients undergoing emergency appendicectomy were given written information pre-operatively and their post-operative recall assessed. Result: 40 patients were surveyed. Provision of written information was better amongst elective patients (88%) compared with emergency patients (15%). Patients that had received written information showed greater recall of procedure risks. 2nd cycle: 17 patients underwent emergency appendicectomy. 13/17 (76%) received written information. Patients that had received written information had better recall of procedure risks. Discussion: In our audit there was greater provision of written information for elective general surgery compared with emergency procedures. We correlate provision of written information with better post-operative recall.
Conclusion: Patient understanding about surgery may be improved by provision of written information. Within our trust there is a need for greater provision of written information, in particular amongst emergency general surgery patients.
